to a tuberculous lesion situated near the apex of the petrous bone. It would be remembered that the case was that of a young man who had facial paralysis and acoustic paralysis, with paralysis of the right vocal cord, right half of palate, and the right glosso-pharyngeal. He took the man into Brompton Hospital. He had headache also. Under rest he recovered somewhat from that, but began to get some difficulty in mioving his legs. Was there extension of the disease to the pyramidal tracts ? He did not think that could occur without involvement of the hypoglossal, which was quite intact. Therefore he operated in the nmastoid region, and found considerable tuberculous rarefaction of the petrous bone, and during scraping of the roof of the antrum there was a flow of pus from the interior of the cranium. Free opening of the cranium revealed a fungating growth, evidently tuberculous, on the surface of the dura mater, the size of half-a-crown, which confirmed the provisional diagnosis made when the patient was shown at the March meeting.
To-day Dr. Grant had brought a case which resembled paralysis of the left recurrent nerve. There was some fixation of the left vocal cord in abduction, but there was sufficient infiltration of the aryepiglottic fold and ulceration of the inner side of the arytamnoid cartilage to account for the fixation in that position. But the question was as to the possibility of recurrent paralysis, and Dr. Melville, who was present now, had made a beautiful skiagram. Frorn Dr. Melville's description there was evidently considerable fibrosis and evidence of thickening in the mediastinum, which compressed the cesophagus, and might very probably involve the recurrent laryngeal nerve. But in view of the local condition the exhibitor thought there was enough to account for the fixation of the cord in the position mentioned.
The alcoholic cases he mentioned earlier recovered.
The PRESIDENT (Mr. Herbert Tilley) announced that Dr. Logan Turner had sent from Edinburgh an analysis of 100 cases of either unilateral or bilateral paresis of the recurrent laryngeal nerve. In that series the cause of the paralysis was known in fifty-nine cases, and unknown in forty-one.
He (the President) felt greatly interested in the opening papers, as well as in the clinical experiences of Mr. Guthrie and Sir StClair Thomson. During the past five years in his private practice he had seen many cases of paralysis of the recurrent nerves. In some the cause was easy to determine-e.g., aneurysm, mediastinal growth, malignant disease of the gullet, &c., but in others the causative factor was indeterminable, and he had during the past three days been enabled to re-examine four of such cases with results which were interesting.
The following is a brief summary of them: Case I.-F. W., male, aged 53, seen February 19, 1910. Symptoms: Hoarseness, two months, said to have been caused by " a bad cold and a touch of influenza." Laryngeal examination: Paralysis of dilator muscles of left side, the left vocal cord being in the middle line. No abnormal physical signs in the chest nor in the central nervous system. Laryngoscopic examination, May 1, 1913: Both cords acting in normal fashion, and voice perfect. Case II.-Captain H., aged 44, seen June 9, 1910. Symptoms: Hoarseness, one month's duration, "following a chill"; "keeps wanting to cough to clear the throat." Laryngoscopic examination: Left vocal cord motionless in the middle line. No physical signs in chest, pupils equal, no sign of central nerve lesions. Laryngoscopic examination, April 30, 1913: Larynx absolutely normal. The patient says that two months later the voice returned almost suddenly while "messing" in camp.
Case I1I.-Mrs. 0. T., aged 42. Seen February 10, 1908. Symptoms: Difficulty in singing or speaking plainly, noticed for a fortnight; otherwise no symptoms. Laryngoscopic examination: Right vocal cord motionless in the middle line. Sir John Broadbent could find no physical signs in the chest, and beyond a few slightly enlarged cervical glands on each side of the neck there were no lesions in the neighbourhood of the larynx or trachea. Laryngoscopic examination, May 2, 1913: The larynx is normal, and both vocal cords move equally well on phonation and deep inspiration. Case IV.-J. P., aged 62, male, seen May 26, 1910. Hoarseness, two months' duration. Laryngoscopic examination: Left vocal cord motionless in the middle line. This was confirmed by two other laryngologists. Sir Douglas Powell could find no evidence of any intrathoracic lesion, and skiagrams of the chest taken in Freiburg-im-Breisgau gave similar negative results. Laryngoscopic examination, Monday, April 28, 1913: The left vocal cord remains in the position of adduction. The voice is perfect, the patient's general health excellent, and he plays golf twice a week.
He added that he had been brought up to regard paralysis of a vocal cord in an adult as a matter for a grave prognosis, but in the light of his own experience, and of such cases as had been recorded by the aforementioned speakers, he felt that recurrent paralysis should always suggest grave possibilities rather than probabilities.
